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Abstract Stress reactions in the bones of the lower
extremities are a common finding on magnetic resonance
(MR) imaging. The primary finding in the bone marrow
is nonspecific edema without any visible fracture line
that may even mimic tumor or infection. Continuing
stress may eventually lead to a stress fracture. We
present the case of a stress reaction related to breakd-
ancing in a less typical localization, in the triquetral
bone in the wrist.
Keywords Carpal bones Æ Fractures, stress Æ
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Introduction
The acrobatic movements in breakdancing are different
from the movements in typical dances. Various types of
even severe trauma caused by breakdancing have pre-
viously been described in the medical literature. As
breakdancing is relatively common among teenagers and
young adults it is important for physicians to know
about its possible sequelae. We describe the case of an
osseous stress reaction in the carpal bones caused by
breakdancing.
Case report
A17-year old boy presented with right-sided wrist pain of several
months’ duration. He was healthy and denied any other joint
problem. He could not remember any specific trauma. He did not
participate in any classical sports but he was an active breakdancer.
On palpation the wrist was diffusely tender without any specific
area of more severe pain. No clinical signs of instability were
found, no swelling or signs of tendinitis. The conventional X-ray
images (AP, oblique, and lateral) of the wrist were normal.
Because of the prolonged anamnesis and the tenderness on
palpation, a magnetic resonance study of the wrist was ordered.
The study was performed using a 1.5-T Magnet (Siemens Vision)
and a local flexible coil. The following sequences were obtained:
T2FS coronal FSE, T1 coronal SE, T1 sagittal SE, T2 axial FSE.
On MR diffuse edema without any fracture line was seen within
the triquetral bone (Fig. 1), most obviously on the fluid-sensitive
T2FS coronal sequence. No ligamentous abnormality could be
detected. The tendons and tendon sheaths of the wrist were unre-
markable. No synovitis or erosions suggesting inflammatory
arthritis could be seen. The findings within the triquetral bone were
considered a nonspecific finding probably related to stress. All
other bones of the wrist were normal.
The orthopedic surgeon (E.P.) ordered the patient to rest and
stop breakdancing until the symptoms disappeared. After a few
months the patient was almost painless and started to breakdance
again. The symptoms quickly reappeared and a follow-up MR
study (6 months after the first) was ordered. Now, in addition to
the triquetral bone, edema was also seen in the lunate and capitate
bones (Fig. 2).
Discussion
Originally originating from the gangs in New York,
breakdancing is now popular even outside the bound-
aries of the US. Our breakdancer lives far away from
New York, in Scandinavia.
In breakdance acrobatics, spinning movements are
often performed with the weight not on the feet, but on
the hands and arms, or even on one single hand and
arm. These positions may be maintained static for sev-
eral seconds.
Although case reports and letters to the editor
regarding injuries caused by breakdancing have been
published, no actual studies of injuries related to
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breakdancing can be found. Almost all of the injuries
described are in men, reflecting the fact that few women
breakdance.
Trauma described as related to or caused by
breakdancing runs the gamut literally from head to foot:
spinal fractures or subluxation [1, 2, 3, 4, 5], spinal cord
injury [6], back swelling and spinal bursitis [3, 7, 8],
subdural hematomas [9], various forms of genitourethral
trauma [10, 11, 12], skin problems due to friction [12,
13], pulmonary embolus due to thrombosis in upper
extremities [14], pneumothorax [15], problems related to
the infrapatellar bursa [12], and various fractures in the
lower extremities [12, 16]. Breakdancing can also be a
cause of chronic avulsion of the anterior superior iliac
spine [17].
Reported trauma to the upper extremity includes one
humeral fracture [18], one fracture in the radius, and one
in the ulna [12]. Specifically related to breakdancing [19],
a fracture of the ulnar corner of the base of the proximal
phalanx of the thumb, associated with a partial rupture
of the superficial part of the ulnar collateral ligament,
has been described. One case report describes a distal
ulnar growth plate lesion [20]. To our knowledge, stress
reactions in the triquetrum caused by breakdancing have
not been described.
In non-weight-bearing bones stress fractures are
uncommon. Certain sports such as gymnastics or diving
may, however, cause stress reactions due to abnormal
weight-bearing of the upper extremity. These stress
fractures are usually located distal to the elbow [21]. The
wrist pain in our patient had started, and was also
worsened, in a breakdance position with all the weight of
the body placed on the dorsally flexed wrist and hand.
With repetitive overloading, the osteoclastic activity
within the bone exceeds that of the osteoblastic, result-
ing in bone weakening, microfractures, and eventually a
stress fracture [22]. Stress reactions can be diagnosed at
an early stage, before the development of a fracture line,
using either MR or bone scans [23]. Tumors and infec-
tion should be remembered as a possible differential
diagnosis.
As stress reactions first present on MR studies with
only edema [24] it is important to include fluid-sensitive
sequences in the study schema. T2-weighted sequences
and STIR sequences show fluid well as increased signal
intensity. However, in adults normal bone marrow has a
relatively high signal intensity on both T1- and
T2-weighted sequences because it contains a high
concentration of fat. As this may obscure the visuali-
zation of high signal intensity caused by pathologic fluid
and edema on T2-weighted sequences, fat saturation
techniques should be added to the T2-weighted
sequences.
The bright high signal intensity may sometimes, in
the acute stage, obscure a thin fracture line on
T2-weighted- and STIR sequences. The fracture line
may be better visualized on a T1-weighted sequence,
which for this reason should be included in the study
protocol. A chronic fracture line is more sclerotic, and
hence low in signal intensity, on both T1- and
T2-weighted sequences.
Conclusions
Clinical and MR findings consistent with stress reactions
in atypical locations can be caused by the acrobatic
positions in breakdancing causing stress to the normally
non-weight-bearing upper extremities.
Fig. 2 On the follow-up study edema is seen in the left triquetral,
lunate, and capite bones (arrows). T2-weighted FSE with fat
saturation
Fig. 1 Profound edema is seen within the left triquetral bone
(arrow). T2-weighted FSE with fat saturation
103
References
1. Ramirez B, Masella PA, Fiscina B, Lala VR, Edwards MD
(1984) Breaker’s neck. JAMA 252:3366–3367
2. Norman RA, Grodin MA (1984) Injuries from break dancing.
Am Fam Physician 30:109–112
3. McBride DQ, Lehman LP, Mangiardi JR (1985) Break-dancing
neck. N Engl J Med 312:186
4. Moses J, Shannon M (1985) Back pain, vomiting after break-
dance mishap. Hosp Pract (Off Ed) 20:100K-100L, 100P
5. Dorey RS, Mayne V (1986) Break-dancing injuries. Med J Aust
144:610–611
6. Leung AK (1984) Hazards of break dancing. N Y State J Med
84:592
7. Goscienski PJ, Luevanos L (1984) Injury caused by ’break
dancing’. JAMA 252:3367
8. Broome HE, Heppenstall RB (1985) ’Break dancers’ bursitis’.
JAMA 253:777
9. McNeil SL, Spruill WA, Langley RL, Shuping JR, Leonard JR
3rd (1987) Multiple subdural hematomas associated with
breakdancing. Ann Emerg Med 16:114–116
10. Wheeler RE, Appell RA (1984) Differential diagnosis of scrotal
pain after break dancing. JAMA 252:3366
11. Gearhart JP, Lowe FC (1986) Genitourinary injuries secondary
to break dancing in children and adolescents. Pediatrics
77:922–924
12. Sharma V, Knapp JK, Wasserman GS, Walsh I, Hoover CJ
(1986) Injuries associated with break dancing. Pediatr Emerg
Care 2:21–22
13. Copperman SM (1984) Two new causes of alopecia. JAMA
252:3367
14. Tiu S, Srinivasan I, Banner HJ, Kramer EL, Genieser NB,
Sanger JJ (1986) Breakdancer’s pulmonary embolism. Clin
Nucl Med 11:402–403
15. Balfour-Lynn IM (2002) Break dancer’s lung. Arch Dis Child
86:224
16. Dieden JD (1985) Break dancer’s fracture of the fifth meta-
tarsal. West J Med 142:101
17. Winkler AR, Barnes JC, Ogden JA (1987) Break dance hip:
chronic avulsion of the anterior superior iliac spine. Pediatr
Radiol 17:501–502
18. Hansen GR (1985) Breaks and other bad breaks for breakers.
JAMA 253:2047
19. Winslet MC, Clarke NM, Mulligan PJ (1986) Breakdancer’s
thumb—partial rupture of the ulnar collateral ligament with a
fracture of the proximal phalanx of the thumb. Injury 17:201–
202
20. Gerber SD, Griffin PP, Simmons BP (1986) Break dancer’s
wrist. J Pediatr Orthop 6:98–99
21. Sinha AK, Kaeding CC, Wadley GM (1999) Upper extremity
stress fractures in athletes: clinical features of 44 cases. Clin
J Sport Med 9:199–202
22. Jones BH, Harris JM, Vinh TN, Rubin C (1989) Exercise-
induced stress fractures and stress reactions of bone: epidemiol-
ogy, etiology, and classification. Exerc Sport Sci Rev 17:379–422
23. Kiuru MJ, Pihlajamaki HK, Hietanen HJ, Ahovuo JA (2002)
MR imaging, bone scintigraphy, and radiography in bone
stress injuries of the pelvis and the lower extremity. Acta Radiol
43:207–212
24. Fredericson M, Bergman AG, Hoffman KL, Dillingham MS
(1995) Tibial stress reaction in runners. Correlation of clinical
symptoms and scintigraphy with a new magnetic resonance
imaging grading system. Am J Sports Med 23:472–481
104
